labors, but Haselhorst', on the other hand, cites an incidence of one in 28,000 deliveries in his own clinic.
While in many cases the chief etiological factor is apparently violence such as results from the too vigorous employment of Crede's maneuver yet it should be borne in mind that inversion of the uterus may occur spontaneously. Thus in 61 instances of inversion reported by Evans' its occurrence was spontaneous in 18. Findley states that probably one-third of all puerperal inversions occur spontaneously, unassociated with either traction on the cord or pressure from above.
In a brief survey of recent American literature on the subject, in which 24 instances of this complication were reported by six observers, one is impressed by its frequent association with primiparity. Thus five of the women in the latter group were primiparae, while eleven had previously borne but one child. Williams8 quotes Beckmann and Vogel as citing a 50 per cent incidence of primiparous women in their series.
The procedures generally mentioned for the treatment of inversion of the uterus may be briefly referred to as:
1. Manual replacement from below by methods similar to that recently described by D'Errico2. 2. Laparotomy with traction from above as described by Huntington et al.7
3. Amputation from below as described by Findley4. 4. The treatment of the chronic inverted uterus from below by means of the method of Kiustner or Spinelli (described by Graves5).
I am convinced that the methods described by D'Errico and Huntington are of great service in the treatment of the complication when seen in the acute stage. On the other hand these relatively simple procedures are not applicable in the case of patients first seen three or four days subsequent to the accident. In the instance of inversion about to be described neither the operation of Kiustner nor that of Spinelli could have been carried out successfully. So When first seen by the writer her, general condition seemed favorable. There was no visible sign of secondary anemia, the pulse was of good quality, 100-110; the temperature was normal. The patient was anesthetized and placed in the lithotomy position. Examination by vagina revealed a large globular mass filling the canal. On separating the labia the red endometrial surface appeared to be covered in places by a somewhat greenish exudate. Palpation above the pubes revealed a definite funnel-shaped cavity characteristic of inversion of the uterus. Attempts at replacement from below were unsuccessful, although the fundus of the uterus could be somewhat indented by the upward pressure. Attempts to pull the mass down in order to expose the field for a vaginal procedure also were unsuccessful as stated above. The patient was therefore placed in the Trendelenburg position and laparotomy performed. On opening the abdomen a "text-book picture" of the condition presented. The Fallopian tubes and round ligaments were drawn down through a muscular ring formed in the region of the cervico-uterine junction. This thickened, circular body was about 10 cm. in diameter with a central opening about 4 cm. in diameter. Attempts to replace the uterus gradually by means of Allis clamps after the method of Huntington were without success. A tenaculum was then passed through to the region of the fundus. Traction at this point combined with pressure from below was also unsuccessful owing to the unyielding, firm, muscular contraction ring. Therefore, in order to gain room the peritoneal reflection of the bladder was divided transversely and stripped downward from the anterior border of the ring. Indeed, the technic employed simulated that used in performing the low-flap Caesarean section. With straight scissors the contraction ring was divided, after which reposition of the uterus resulted easily by means of traction from above and pressure from below.
When the uterus was restored to the abdominal cavity it was seen that the incision in the contraction ring was well above the cervix and about 5 cm. in length. In view of the potential infection which seemed probable on account of the appearance of the endometrium, a supravaginal hysterectomy was performed. At the end of the operation the patient's pulse and blood-pressure were satisfactory.
The primary convalescence, although somewhat slow, seemed to be satisfactory. At the end of the third week the vital signs were normal and the patient was out of bed at intervals. Unfortunately, however, she developed signs of intestinal obstruction one month after the operation and, in spite of the fact that her family physician performed a caecostomy, succumbed to this late complication.
